
By Ben Keeton

The debate that has occurred in re-
cent months regarding healthcare 
reform has expanded in many di-

rections, but the chief underlying initiator 
of this debate is skyrocketing healthcare 
costs. Employers and employees are now dis-
covering inequities that have been hidden in 
mysteries shrouding our healthcare system, 
which has traditionally been excluded from 
them until they become a patient.

Whether or not healthcare reform 
passes in any form, the industry will need 
to address the concerns of consumers as 
they become more engaged in the health-
care process. Educated patients will not 
only visit their physicians with more in-
formation about their health, but they will 
also demand details about the cost and 
necessity of procedures recommended by 
medical professionals.

Recent studies by Kaiser have dem-
onstrated that patients believe that there 
is no correlation between healthcare costs 
and quality. As healthcare costs continue 
to rise, employers are now shifting more of 

these increased costs to employees through 
higher deductibles, increased co-insurance  
percentages and requiring employees to 
pay more out of pocket for their health-
care.  These new financial responsibilities 
are causing employees to approach health-
care like consumers.   As 
such, they are aggres-
sively seeking informa-
tion that will allow them 
to make an informed and 
value oriented decision.

Choosing 
transparency

According to Jim 
Freedman, CEO of IF 
Technologies, LLC, Lex-
ington, Ky., as questions 
concerning healthcare 
cost have increased, some providers have 
responded by displaying their “charges.” 
These charge amounts offer members little 
value in that no plan or network pays at the 
charge level. Some employees are furnished 
or can find “market rates” or “average 
costs.” But, because healthcare prices vary 

amongst providers and delivery settings, 
these representations can be quite different 
than a plan’s negotiated prices.  The only 
price that really matters is the actual price 
that the plan and its members pay the pro-
vider for medical care.  It is only through 

true transparency that the 
member is able to obtain 
the actual price of their 
medical care.

To empower their 
network members with 
true transparency IF 
Technologies decided to 
partner with InterGroup 
Services Corporation, a 
comprehensive PPO net-
work serving Pennsylva-
nia, New Jersey, Dela-
ware, and West Virginia, 

via HealtheReports™. 
HealtheReports is a web-based subscrip-

tion service that provides network members 
access to cost ranges for medical procedures 
by provider. Members can also access nation-
ally recognized quality indicators and feed-
back from other members on their experience 
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Transparency is a big buzzword, but what exactly does it mean?  
Why are healthcare providers finally agreeing to it?

 
Buy your tickets today! 
Join the leaders of our region’s healthcare 
community as we celebrate the “best of the best” 
in the business of healthcare.  This years event will 
recognize eight outstanding healthcare programs 
and feature the best networking in Kentucky and 
Southern Indiana. 
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Indiana to get 
osteopathic 
medical school
The private Marian University will open Indiana’s 
second medical school, a college of osteopathic 
medicine.  The school is the brainchild of the 
Indiana Osteopatic Assosciation, which wanted to 
open a college in the state to produce more doctors.  
The school will address shortage of primary care 
doctors in Indiana.
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Corporate philanthropy:  
Improving the healthcare 
of our community
Corporations play a vital role in philanthropy; 
the corporate sector provides multiple resources 
to address urgent and ongoing needs facing 
communities today. The Humana Foundation 
has a strong history of giving with charitable 
contributions of $212 million since 1975 to 
benefit health, well-being, and both urgent and 
continual needs of local, national and international 
communities. 
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We are barely into 2010 and we have already witnessed some drastic changes to the healthcare 
conversation in the United States.  In this issue of Medical News, we are examining two very important 
issues in the conversation.  The first, workforce development, has been a topic of concern for many 
years.  The second, health insurance, has become even more important as our leaders in Washington 
debate the future of healthcare in our country.

As you will see in the first section of the paper, our region is making a lot of progress in addressing 
our workforce needs in healthcare.  The lack of pharmacists is a concern as the demand in Kentucky 
dramatically increases.  Two years ago, Sullivan University opened Kentucky’s second pharmacy school 
in Kentucky.  This month, Midway College took a significant step to address the shortage of pharma-
cists in Kentucky, especially in the eastern part of the state.  With these two additions, Kentucky will be 
able to train the adequate pharmacy workforce we need to provide to the citizens in our region.  

Although workforce has been a topic of discussion for many years, a more recent emphasis has 
been placed on the insurance industry.  For the past several months, most Americans have been follow-
ing the healthcare reform debate in Washington, D.C. with much interest.  Although the debate seems 
to be stalled with the election of a Republican Senator in Massachusetts, many feel that the immediate 
focus will change from comprehensive healthcare reform to health insurance reform.  No matter the re-
sult, it promises to have a very large impact on the healthcare sector in Kentucky and Southern Indiana.

Finally, this is the time of the year that we take a few moments to celebrate the great achievements 
in our healthcare community.  As we have reported in the past, there are a record number of nominees 
for the 2010 MediStar awards.  In these difficult economic times, many individuals and organizations 
have gone above and beyond the call of duty to help grow the healthcare sector and provide valuable and 
life saving services.  Congratulations to all the nominees.  Keep up the good work.

Sincerely yours,

 

  Ben Keeton

Ben Keeton 

Editor in Chief

Ben   Keeton

Improving the healthcare community in our region
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By Ben Keeton

The University of Louisville’s James 
Graham Brown Cancer Center is the 
first and only center in Kentucky to be 
granted a full three-year accreditation by 
the National Accreditation Program for 
Breast Centers (NAPBC), a program ad-
ministered by the American College of 
Surgeons. Accreditation by the NAPBC is 
given only to those centers that have vol-
untarily committed to provide the highest 
level of quality breast care and that under-
go a rigorous evaluation process and review 
of their performance.

Kentucky First Lady Jane Beshear took 
part in an announcement of the honor at a 
press briefing on January 20, at the James Gra-
ham Brown Cancer Center’s Breast Care Cen-
ter. UofL President James Ramsey was also on 
hand to celebrate the achievement.

“This is terrific news for the women of 
Kentucky,” said Beshear. “To have a breast 
care center in our state recognized as one of 
the top in the country no doubt provides a 
great deal of comfort and confidence in the 
minds of our people.”

“This distinction represents an ac-
knowledgment of the dedication shown by 
our many breast care clinicians, support 
staff, counselors and researchers to provid-
ing only the most outstanding and compre-
hensive care to our patients,” said Donald 
Miller, M.D., Ph.D., director of the James 
Graham Brown Cancer Center at UofL. 
“We are honored to be among the fine insti-
tutions nationwide that are NAPBC-accred-

ited, and this distinction underscores and 
invigorates our commitment to our patients, 
now and in the future.”

The distinction is given after a survey 
process during which centers must demon-
strate compliance with 27 standards estab-
lished by the NAPBC for treating women 
who are diagnosed with the full spectrum of 
breast diseases, from breast cancer to benign 
lesions that require medical evaluation for 
treatment options. Three standards critical 
for accreditation are strong breast program 
leadership, a multidisciplinary approach to 
disease evaluation and management, and a 
breast cancer conference program featur-
ing active collaboration between individuals 
involved in all aspects of a breast patient’s 
care, to ensure that optimal treatment strat-

egies are created in every individual case. 
Other standards cited include proficien-

cy in clinical management, research, com-
munity outreach, professional education and 
quality improvement. The standards apply to 
all disciplines involved in breast care, includ-
ing radiology, pathology, medical oncology, 
surgical oncology, radiation oncology, plastic 
surgery, genetics and nursing. UofL’s mobile 
mammography unit was noted as an effective 
tool for community outreach, and ongoing 
quality improvement initiatives were cited 
in areas including medical oncology and ra-
diation oncology. Use of minimally invasive 
biopsy techniques for diagnosis, and disease 
or patient-specific targeted therapies when 
appropriate, were noted as well.

“As an NAPBC-accredited center, our 

patients have access to a full complement 
of state-of-the-art care, a multidisciplinary 
team approach to treatment that takes into 
account all facets of their disease, from the 
physical to the psychological, and they are 
given access to clinical trials,” said Anees 
Chagpar, M.D., director of the multidis-
ciplinary breast care program at the James 
Graham Brown Cancer Center. “This dis-
tinction is an honor and we were thrilled 
that Mrs. Beshear agreed to take part in 
our celebration as she has demonstrated a 
real commitment to improving prevention 
and treatment of breast cancer.”

The NAPBC is a consortium of pro-
fessional organizations — including the 
American Cancer Society and the Ameri-
can Society of Clinical Oncology — dedi-

cated to improving the quality of care and 
monitoring of outcomes of patients with 
diseases of the breast. The organization’s 
mission is pursued through standard-set-
ting, scientific validation and patient and 
professional education.

“NAPBC accreditation means a great deal 
to us because it is a recognition of our com-
mitment to what’s at the heart of breast care,” 
said Barb Kruse, associate director of multidis-
ciplinary clinics at the James Graham Brown 
Cancer Center. “And that is the patients.”

The mission of the James Graham 
Brown Cancer Center at UofL is to gener-
ate new knowledge relating to the nature of 
cancer, and to create new and more effec-
tive approaches to prevention, diagnosis and 
therapy, while delivering medical advances 
with compassion and respect to cancer pa-
tients throughout the region.

James Graham Brown Cancer Center  
earns prestigious distinction in breast care

(Left to Right) Kentucky’s First Lady Jane Beshear, Don Miller M.D., Ph.D., James Graham Brown 

Cancer Center Director, Anees Chagpar M.D., Brown Cancer Center Surgical Oncologist, Jim Taylor 

Ph.D., University of Louisville Hospital President, Dr. James R. Ramsey University of Louisville President

with providers. HealtheReports, is marketed 
to insurers, networks and large, self-insured 
employers to empower their members to ac-
cess high-quality, low-cost healthcare with the 
best customer experience.

“With the rise in healthcare costs seen 
over the last decade, members are being 
asked to pay a larger portion of their health-
care expenses. With this added financial 
responsibility, many are requesting the in-
network price of procedures up front,” says 
Feedman. “Members realize healthcare pro-
viders are often paid different amounts for 
the same medical procedure and the differ-
ence can be significant. HealtheReports can 
help members make informed, value-based 
healthcare decisions for their family by pro-
viding true transparency on the cost, quality 
and customer experience.”

HealthSpan, a Cincinnati-based com-
prehensive provider owned network of hos-
pitals, physicians, and ancillary services, 
also launched HealtheReports™ to empower 
its members with a “true transparency tool.”

“We are committed to providing our 
members access to the best healthcare with 
full transparency on cost, quality and the 
customer experience. HealtheReports en-
ables our members to access this informa-
tion in an easy to use and actionable for-
mat,” said Ken Page, CEO of HealthSpan.

Changing insurer/ 
member relations

According to Freedman, HealtheRe-
ports will change toe insure/member re-
lationship on several fronts.  First, because 
the member now faces a financial respon-

sibility relative to their healthcare decision, 
they want to see the price their insurer has 
negotiated with each provider of the health-
care service they are seeking.  This allows 
the member to consider whether going to a 
higher cost provider offers them any better 
outcome or better experience. 

Secondly, it has been demonstrated 
that the best way to achieve lower health-
care costs on a long term basis is to have 
employee’s actively involved in their health 
plan.  Traditionally this involvement 
has included such programs as wellness, 
health screenings, or specific care manage-
ment. Price transparency easily engages the 
focus of all members and allows the plan to 
address the critical issue of rising healthcare.  
And thirdly, when a member is able to make 
an informed value based healthcare decision 

they can save money. This decision can also 
reduce the medical claims costs the insurer 
or plan has to pay.   In today’s healthcare 
economy, “True Transparency” can bet-
ter align the interest of both the member 
and insurer. Both want the highest quality 
healthcare at the lowest price that also offers 
the best experience, and those objectives are 
uniquely achieved through HealtheReports.   

Transparency is a topic that has been 
discussed for many years, but only recent-
ly started to gain momentum due to the 
healthcare reform debate. Although the de-
bate appears to be stalled for the time being, 
healthcare costs, and the patients’ out-of-
pocket expenses will continue to drive the 
transparency discussion. As consumers are 
expected to pay more, economics dictate 
that they will demand more information.

The Transparency Solution Continued from page 1
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We’re as Passionate About 
Patient Care as You Are.

(812) 282-6631  |  www.clarkmemorial.org  |  1220 Missouri Ave., Jeffersonville, INNo One Cares Like Clark.

It may surprise you to know that 
Clark Memorial Hospital consistently 
earns the highest patient satisfaction 
scores of any hospital on either side 
of the river.  If you look behind those 
scores and ask patients and their 
families what makes Clark Memorial 
Hospital different, the answer you 
hear most often is the warmth and 
attentiveness of our team — a 
passion for superior care.

That passion has earned us top 
national grades for overall care and 
safety, plus some of the highest 
government ratings in the metro 
area.  We’ve also received 3-year 
accreditation with commendation 
from the Commission on Cancer, 
and full 3-year accreditation from 
the Joint Commission.  And we’re 
the only area hospital to receive a 
site visit in 2009 from the Malcolm 
Baldrige National Quality team.   

From advanced imaging and 
nationally-recognized surgical care 
through rehabilitation and recovery, 
Clark allows patients to get all the 
care they need, close to home.

If you treat southern Indiana patients 
— or if you’d like to — call Ann 
Marker at (812) 285-5910 to find out 
how you can join the Clark Memorial 
medical team, and see for yourself 
that no one shares your passion for 
patient care like Clark. 

Commission
on Cancer
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N E W Sin brief

By Doug Trapp

The economic recession restrained 
growth in healthcare spending in 2008 to 
the lowest it has been in at least 48 years. 
The downturn affected hospital revenues 
and out-of-pocket spending in particular 
and helped limit spending increases on phy-
sician services.

Overall health spending grew by 4.4 
percent — 1.6  percentage points slower 
than in 2007 — to reach $2.34 trillion in 
2008. That was the smallest  percentage 
increase since the Centers for Medicare & 
Medicaid Services began tracking spend-
ing in 1960, according to Health Spending 
Growth at a Historic Low in 2008, written 
by the CMS Office of the Actuary and pub-
lished in the January issue of Health Affairs.

While private spending growth slowed 
in 2008, the federal government shouldered 

a larger share of national health spending. 
Medicare spending increased, and more 
Medicaid funding shifted to the federal 
government. Spending on drugs remained 
restrained and out-of-pocket spending by 
consumers decelerated.

CMS economists estimated that pa-
tient volumes have decreased in part because 
about 1 million people lost private insurance 
coverage in 2008, according to the report. 
The recession, combined with a trend toward 
government health spending, affected hospi-
tals in particular, the report said. Nonpatient 
private revenue, which includes private in-
vestments, decreased 20.3 percent to $6.9 
billion in 2008, the report said.

Still, healthcare spending continues to 
increase more quickly than much of the rest 
of the economy. Health spending accounted 
for 16.2 percent of the gross domestic prod-
uct in 2008, 0.3  percentage points more 
than in 2007.

Health spending decreases

Long-term-care provider Kindred 
Healthcare, Louisville, Ky., has plans for a 
replacement hospital in the Houston area, a 
new hospital near Indianapolis and six new 
hospital-based, subacute units. In addition, 
the company also plans to develop its Peo-
plefirst HomeCare and Hospice in Ohio and 
Massachusetts. Kindred acquired the assets 
of Columbus, Ohio-based Acclaim Hospice 

and Palliative Care with locations in Colum-
bus and Dayton, Ohio. The locations con-
tinue to operate under the Acclaim name. 

Kindred’s Peoplefirst HomeCare and 
Hospice is also developing a new location in 
Boston and expects to begin serving patients 
by March 1. With this addition, the compa-
ny will serve five markets: Boston, Colum-
bus, Dayton, Denver and Indianapolis.

Kindred Healthcare  
plans expansion

Louisville-based Norton Neurosci-
ence Institute, a part of Norton Health-
care, opened The Headache & Concussion 
Center, the region’s first center dedicated 
exclusively to the treatment of chronic 
headache and concussion pain, at Norton 
Suburban Hospital. 

The center is directed by Tad Seifert, 
M.D., who joined Norton Healthcare in June 
2009. Seifert is the only fellowship-trained 

headache neurologist currently practicing in 
Kentucky. He graduated from the University 
of Oklahoma College of Medicine and fin-
ished an internal medicine internship at the 
University of Louisville. He completed his res-
idency in neurology at the University of Texas 
at Houston, where he trained at the Houston 
Headache Clinic. Previously he worked in pri-
vate practice and as a neurology hospitalist at 
Norton Suburban.

Norton Healthcare opens 
region’s first headache  
and concussion center

Eight-six percent of physicians 
use internet to access  
health information

For a large majority of physicians, the Internet has become a critical 
component of how they seek out medical information, according to a study 
commissioned by Google.

The survey, released in November 2009, found 86 percent of U.S. physi-
cians use the Internet to gather health, medical or prescription drug information.

That number echoes other surveys showing large numbers of physicians 
relying on the Internet for health information. A study earlier in 2009 by 
Manhattan Research put the number at 89 percent.

Of physicians who use the Internet for health information, 92 percent 
said they accessed it from their office, while 21 percent said they did so with 
a patient in the examination room. Meanwhile, 88 percent said they looked 
for health information online from home, while 59 percent reported doing 
so from a mobile device. Physicians who responded to the survey could give 
more than one answer about their Internet use.

Seventy-one  percent said they start their research with a search engine, 
92 percent of those using Google.

The survey reported that 58 percent of doctors search more than once 
per day — including 65 percent of primary care physicians.

Of physicians who start with a search engine, 57 percent use terms re-
lated to conditions, 36 percent use terms related to treatments and trials, and 
33 percent look for branded medication.

While the most common action taken after an online search was to con-
duct further research (48 percent), about a third of the surveyed physicians 
said they had made a change to a patient’s medication as a result of a search, 
or had initiated new treatment.

Eighty  percent of the survey respondents, who were each given a re-
search project to carry out while researchers mapped 

their online navigation, said relevancy was the most 
important factor when determining which web 
site to visit.

However, consistent with other search engine 
research findings that users tend to click the most 
prominent links, 92 percent of physician search-
ers clicked on the links appearing at the top of the 
page, 46 percent clicked those in the middle of the 

page, and 24 percent clicked on those on the bot-
tom. Also, 8 percent clicked on sponsored links.

A majority of physicians surveyed — 64 
percent — conducted one search, while 

the rest conducted two or more.
The online survey of 411 

physicians was conducted be-
tween May 20 and June 8, 
2009 by Hall & Partners, 
a brand and communica-

tions research firm. 
The doctors were a mix 

of primary care phy-
sicians, endocrinolo-
gists, cardiologists and  
psychiatrists.
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P E O P L Ein brief

MedX12

Jeff Amrein and Steve Higdon were named as a Board Members.

Steven L. Weaver was named Senior Sales Executive.

Murphy Brock was named Vice President of OutsideSales.

Seven Counties Services

Mary Rose Booker was promoted to the new 
position of Business Director.

Arthur Clay, Jr., was named Corporate, Accounts Payable Manager.

Donald Harris, was named Corporate, Director 
of Business and Revenue Development.

University of Louisville

Jason Chesney of the division of oncology was accepted for 
membership in the Southern Society for Clinical Investigation.

Rodney Folz of the division of pulmonary, critical care 
and sleep disorders medicine was accepted for membership 
in the Southern Society for Clinical Investigation.

Jason Kelley of the division of 
pulmonary, critical care and sleep 
disorders medicine was accepted 
for membership in the Southern 
Society for Clinical Investigation.

Eleanor Lederer of the division 
of nephrology was accepted for 
membership in the Southern Society 
for Clinical Investigation.

Roberto Bolli of the division 
of cardiology was accepted for 
membership in the Southern Society 
for Clinical Investigation.

Sumanth Prabhu of the division 
of cardiology was accepted for 
membership in the Southern Society 
for Clinical Investigation.

Charlene Mitchell of general 
internal medicine was accepted 
for membership in the Southern 
Society for Clinical Investigation.

Monica Shaw of general internal medicine 
was accepted for membership in the 
Southern Society for Clinical Investigation.

To Submit

Each month, Medical News recognizes newly hired or promoted professionals 
who work in the business of healthcare in Kentucky and Southern Indiana.  To be 
considered, the employee must work in or directly support a healthcare business.  
Listings will be published in order of receipt as space allows and not all photos will 
be published. 

Please submit a brief description and color photo of the healthcare professional 
via email to Ben@MedicalNews.M.D..  For more information, please contact Ben 
Keeton at (502) 813-7402.
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N E W Sin brief

Physicians give back
The Courier-Journal reported that physicians in the 

greater Louisville Medical Society are using some insur-
ance settlement money for charity, donating $30,000 to 
the society’s foundation The Healing Place, which pro-
vides food, shelter, medical care and addiction recovery at 
no cost to more than 400 clients daily.

The $30,000 is part of $100,000 society physicians 
received from a $128 million national class-action settle-
ment by the BlueCross BlueShield Association. The settle-
ment was the result of a 2003 lawsuit accusing BlueCross 
BlueShield of improperly reimbursing doctors. 

Pediatrician shortage 
cause of concern 

The Wall Street Journal reported in a January 12 ar-
ticle written by Laura Landro that “A growing shortage of 
pediatricians trained in specialties such as neurology, gas-
troenterology, and developmental and behavioral medicine 
are threatening timely access to care for children, accord-
ing to pediatric medical groups.

“Pediatric groups are lobbying to secure more funding 
for training and higher reimbursement for pediatric sub-
specialties, in the hope of encouraging more doctors-in-
training to enter the field. At present, 17 states lack at least 
one physician in one of 13 sub-specialties.

“The National Association of Children’s Hospitals and 
Related Institutions, known as Nachri, said that a shortage 
of doctors across a multitude of pediatric sub-specialties is 
forcing 90 percent of hospitals to delay appointments, lose 
patients or refer them elsewhere.

“Of particular concern, given the rise in autism-relat-
ed disorders, is a shortage of development-health experts. 

“Hospitals reported that jobs for the top specialties 
are going unfilled for a year or longer; nearly half reported 
vacancies in pediatric-rehabilitation medicine, hematology 
and oncology and cardiology.

“The American Board of Pediatrics currently certifies 
or jointly certifies 20 pediatric sub-specialties, not includ-
ing neurology and surgical subspecialties. In 2008, there 
were close to 19,000 certified pediatric subspecialists, com-
pared to about 15,000 five years earlier. But while there 
has been an increase in the number of pediatric residents 
choosing to enter sub-specialty programs, fewer are finish-
ing the training, leading to an overall decline in the num-
ber of doctors who chose pediatric specialties.”

New Norton facility 
breaks ground

According to The Courier-Journal, Norton Healthcare 
broke ground on a $27.7 million radiation center that will 
eventually house all of the company’s downtown cancer ac-
tivities, including prevention, treatment and research. The 
center is expected to open in July 2011. 

Transposagen receives 
grants for colon cancer 
gene research 

Transposagen Biopharmaceuticals, Inc. based in Lex-
ington, Ky., received more than $412,000 in additional 
Small Business Innovation Research (SBIR) funding; 
$312,628 from the National Cancer Institute, a component 
of the National Institutes of Health (NIH), and $100,000 
in matching funds from the KY Cabinet for Economic 
Development. Transposagen’s project will lay the scientific 
groundwork to create a rat model of human colorectal can-
cer.  If the specific aims of this grant are achieved, Trans-
posagen could receive additional research dollars from the 
NIH to discover potential drug targets for the treatment of 
colorectal cancer. 

The NIH performs extensive external peer review us-
ing experts from academia and industry to assess the scien-
tific merit, technical merit, and commercial application of 
the proposed technology. The following was stated in the 
NIH’s project summary statement, “Such a model would 
be relevant to basic cancer research, and the proposed tech-
nique could easily be translated to other malignancy types 
using different tissue-specific Cre expression, making it 
potentially a route that would lead to an expanded set of 
rat models of malignancy.”

Norton Audubon 
Hospital Vascular 
Access Center receives 
national accreditation

Norton Audubon Hospital Vascular Access Center 
received accreditation from the American Society of Diag-
nostic and Interventional Nephrology (ASDIN), the only 
accrediting body for these types of centers. The vascular 
access center at Norton Audubon is one of only nine such 
centers in the nation to earn ASDIN accreditation.

Accreditation by ASDIN means that a nephrology 
training program or other training site has met the as-
sociation’s highest standards. These specific require-
ments relate to institutional support, facilities, exper-
tise, experience and personnel directed toward training 
in diagnostic and interventional nephrology. With ac-
creditation, the center has access to the latest trends and 
procedures in vascular access. Most importantly, the 
center now will be a location at which Norton Health-
care physicians can train other physicians throughout 
the nation interested in interventional nephrology pro-
cedures. In addition, two of the center’s physicians, Pe-
ter H. Wayne III, M.D., interventional radiology and 
medical director of the center, and Qasim Choudry, 
M.D., interventional nephrology, were individually cer-
tified by ASDIN in 2008 and 2009, respectively.

‘While there has been 
an increase in the 
number of pediatric 
residents choosing to 
enter sub-specialty 
programs, fewer are 
finishing the training, 
leading to an overall 
decline in the number 
of doctors who chose 
pediatric specialties.’
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Americans have been tested many times, and despite count-
less setbacks, and even some failures, the people eventually 
rise to the occasion to save our civilization and correct any 
path that may have led to our demise.

The USA is not leading the world in the field of health-
care right now, however, as many other nations provide their 
citizens with greater alternatives than we do. Western medi-
cine, as it is currently practiced in the United States, has 
many positive attributes, but it is not the only treatment mo-
dality that offers quality medical care. Americans are once 
again facing an opportunity to remove the yoke of intoler-
ance; this time in the area of medicine. Medical freedom 
is as important as any other issue facing people today, in-
cluding terrorism and corporate corruption. Who among us 
doesn’t have a family member or loved one with a chronic, 
disabling disease, or is afflicted with one themselves?

Dr. Benjamin Rush, a signer of the Declaration of In-
dependence and personal physician to George Washington 
said: “Unless we put medical freedom into the Constitu-
tion, the time will come when medicine will organize into 
an undercover dictatorship to restrict the art of healing to 
one class of men and deny equal privileges to others; the 
Constitution of the Republic should make a special privilege 
for medical freedoms as well as religious freedom.” 

While it is tragic that this prophetic warning was not 
heeded two centuries ago, it is not too late. Too often, we 
must be driven to the precipice before we take decisive action; 
the time is near and integrative medicine is the solution.

There are nontoxic therapies available right now that 
work better to treat many chronic conditions than those of-
fered by the pharmaceutically based conventional practice 
paradigm. They involve quality nutrition, exercise, tradi-

tional and ancient therapies, often called “alternative” or 
“complementary.” The truth is these treatments may bet-
ter be considered “integrative medicine,” an integral part 
of overall medical care within conventional Western medi-
cine. There are many patients who have been treated with 
integrative modalities that have recovered and are thriving 
today, which indicates that not all so-called “alternative” 
therapies are antagonistic to conventional medicine. The 
truth is they often work well together, and when used in 
tandem, produce even better results. Still, many healthcare 
practitioners can be completely competent but still not ad-
dress their patients’ best interests and this includes licensed 
medical doctors. 

Patients have the right to decide what kinds of thera-
pies they receive, and to receive fully informed consent of 
any treatment suggested, be it conventional or alternative, 
as a safeguard. The truth is many patients are never offered 
alternatives at all.

This is tragic if one considers how many less invasive, 
safer and lower-cost modalities exist that could be offered 
first, and the more invasive and riskier treatments presented 
as a last resort only when gentler methods have proven in-
effective. Integrative medicine as a standard approach to 
treatment is inevitable and one that will combine the best 
practices of all modalities. 

Ineffective treatments and useless testing will surrender 
to a higher standard of practice that will treat the patient in 
his or her entirety, rather than trying to patch an illness with 
mono-strategic remedies that may or may not work. Integra-
tive medicine is oriented toward treating the whole patient, 
not just the disease. It treats the underlying cause of symp-
toms, utilizing the mind/body connection that is too often 

ignored in Western medicine, which commonly results in 
significant complications and reduced efficacy.

Wellness is the first line of defense for preventing dis-
ease, yet our current standard is “if it’s not broken, don’t fix 
it.” Imagine what would happen to our cars and appliances 
if we applied that principle to them! 

Most people rarely visit a doctor, and when they do it is 
because they are sick. Try that on your four wheeled friend 
in the garage. Would you pour waste oil into a fuel tank? 
Why not? It’s a lot cheaper than good quality gas and oil. 
Think about the fast food many of us eat. 

For humans, fast food is the equivalent of chemical 
waste, yet we wonder why heart disease and cancer is so 
prevalent in our society. Many illnesses can be avoided sim-
ply by choosing a healthy lifestyle and maintaining our bod-
ies. This includes what we eat, how and what we breathe, 
and what physical activities we engage in. It also includes 
regular visits to healthcare professionals for maintenance, 
even when we feel perfectly fine. 

An awareness is finally emerging regarding the need 
for greater knowledge of natural remedies which are benefi-
cial, as well as the need to understand which conventional 
practices are extreme, costly and ineffective. I believe that 
America will rise to the challenge and once again lead the 
world in ethical and effective healthcare. Much of this is in 
your hands; the tools are available, the need is critical, and 
the will of the people can make it happen.

Take responsibility for your healthcare! Contact your 
legislators and ask them to reform healthcare for all!

 Luke Barlowe
 Bardstown, Kentucky

Letter to the Editor: Wellness and awareness are first lines of defense
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By Ben Keeton

The private Marian University will 
open Indiana’s second medical 
school, a college of osteopathic med-

icine in 2012.
Made possible by a $30 million gift 

from an anonymous donor, the medical 
school could open as early as 2012. The do-
nation is the largest in school history.

The school is the brainchild of the Indi-
ana Osteopathic Association, which wanted 
to open a college in the state to produce 
more doctors, said Michael Claphan, the 
group’s executive director. 

Sixty of Indiana’s 92 counties 
include medically  
underserved areas.

About 65  percent of graduates of os-
teopathic medical schools enter primary 
care. They are twice as likely as graduates 
of traditional medical schools to practice in 
rural areas.

“We see the osteopathic school as the 
best way to meet Indiana’s need,” Claphan 
said.

Osteopathic medicine focuses on the 
treatment of the whole person versus medi-
cal doctors’ focus on specific illnesses or dis-
eases. Both disciplines have similar degree 
requirements, but osteopathic medicine 
students also take courses in diagnosing and 
treating musculoskeletal dysfunctions.

Meeting Indiana’s need
Most osteopathic doctors enter primary 

care, including family practice, pediatrics, 
obstetrics/gynecology and internal medicine.

Four years ago, the state osteopathic as-
sociation started looking for a local campus 
to house an osteopathic medical school. It 
asked a Chicago osteopathic school to start 
a branch campus in Indianapolis, but that 
didn’t happen.

The association turned to two local col-
leges, and Marian expressed interest.

The idea of an osteopathic medical 
school appealed to leaders at the university, 
known for its teaching and nursing pro-
grams, which have been growing annually.

Healing sits squarely in the school’s 
“mission DNA,” Marian University Presi-
dent Daniel Elsener likes to say, and the os-
teopathic philosophy fits with the school’s 
Catholic tradition.

“If you look at osteopathy, they want to 
educate doctors with the minds of scientists 
… with the art of caring and view of human-
ity that brings great compassion to their ser-
vice in an effort to treat the whole person,” 
Elsener said. “We feel called to do this.”

The university operates on an annual 
budget of about $40 million, according to 
its 2007 financial report in a tax return filed 
in 2008, the most recent report available to 
the public.

Indiana University School of Medicine 
had been aware of the osteopathic associa-
tion’s efforts to open a school here, so the 
news did not come as a surprise, Dean D. 

Craig Brater said.
“We have always assumed it’s just a 

question of time,” he said. “We don’t see 
it as a threat. We agonize every year that 
we have to say no to a number of students 
that we know will make good doctors. This 
means that there are going to be more op-
portunities for more of our students to get 
into medical school.”

Over the past three years, IU’s medi-
cal school has increased its class size to 322 
from 280. Plans originally called for the 
class to grow by 40 more students, but cut-
backs in state funds have forced the school 
to consider scaling back plans, Brater said.

Collaborative effort
IU and Marian medical schools could 

collaborate in many areas, Brater said. For 
instance, the downtown school just opened 
a state-of-the-art medical simulation center 
that the osteopathic medical students might 
use as well.

“We anticipate a lot of potential for 
working together,” Brater said.

Others agree the two schools will com-
plement each other.

The current shortage in primary care-
physicians will only grow in coming years. 
Healthcare reform will give many more 
people access to care, creating an additional 
need for doctors. At the same time, many of 
the doctors practicing now are near retire-
ment age.

“Indiana is unique inasmuch as we only 
have one medical school,” said Vince Capo-

ni, CEO of St. Vincent Health. “That’s a lot 
of pressure on IU. IU produces wonderful 
physicians, but quite frankly, I think they 
could double their capacity and they still 
wouldn’t meet the need.”

Opening an osteopathic medical 
school in Indianapolis will have an im-
pact not just on medical training but on 
the life sciences in general, said Daniel Ev-
ans, president and CEO of Clarian Health, 
which operates Methodist, Indiana Uni-
versity and Riley hospitals.

“My first reaction is there’s plenty of 
room for an osteopathic school in Indiana,” 
Evans said. “It’s a good thing.”

Marian’s school will join a growing 
osteopathic medicine movement. Since 
2000, nine schools have opened in the 
U.S., bringing the total to 26, said Dr. 
Stephen C. Shannon, president of the 
American Association of Colleges of Os-
teopathic Medicine.

One in five medical students in the 
United States now attends an osteopathic 
medical school. Each year has seen a 5  per-
cent to 7  percent increase in applications. 
About 2.5 people apply for every spot.

“It’s been the fastest period of growth 
ever in the profession,” Shannon said.

Osteopathic medicine also has ex-
panded in Indiana. In 1992, about 400 of 
its doctors held osteopathic medical degrees, 
Claphan said. There are now about 855 li-
censed osteopathic doctors, about 110 of 
whom are interns or residents, he said. There 
are more than 12,000 medical doctors.

Indiana gets osteopathic medical school 
School will help address shortage of primary care doctors 
in Indiana and throughout nation.
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Kentucky college to address  
workforce shortage in pharmacies

R E G I O N A L  W O R K F O R C E  U P D A T E

“There are many things 

to celebrate at Midway 

College. This decade is the 

most transformational in the 

institution’s history and we are 

committed to continuing this 

upward spiral of progress in the 

advancement of education.”

–James J. O’Brien, 

Midway College Board  

of Trustees Chairman  

and CEO of Ashland, Inc.

By Burcum Arkun

Midway College announced that it will 
open the Midway College School of Phar-
macy in Paintsville, Ky.

Speaker Greg Stumbo along with other 
legislators, local officials and Midway Col-
lege administrators were on hand to make 
the announcement at Johnson Central High 
School in Paintsville.

Midway College Board of Trustees 
Chairman James J. O’Brien, Chairman 
and CEO of Ashland, Inc., made the an-
nouncement to a large audience who gath-
ered to celebrate the news. “There are many 
things to celebrate at Midway College. 
This decade is the most transformational 
in the institution’s history and we are com-
mitted to continuing this upward spiral of 
progress in the advancement of education. 
That is why we are assembled in Paintsville 
today to meet another need by opening a 
School of Pharmacy.”

Midway College President Dr. William 
B. Drake, Jr. explained why the college was 
starting this particular initiative and more 
details of the project.

“Some will ask why Midway College? 
Why Paintsville? And why now? The an-
swers to those questions are simple. First, it 
fits our College’s mission and fits into the 
growth of our health curriculum. Second, 
this community is supportive of this type 
of project. They understand the value of 
education. And it is an incredibly attractive 
place to work, live and earn your profes-
sional degree. We say, why not Paintsville? 
And why now? Because there is a need for 
pharmacists all across the nation. Based 
on industry information there are approxi-
mately five applications for each opening at 
pharmacy schools in the U.S.”

Drake also explained that Midway Col-
lege’s School of Pharmacy will be located 
temporarily on the Mayo Campus of Big 
Sandy Regional and Technical Center in 
Paintsville and then the College will estab-
lish a permanent campus in the future once 
a suitable location has been identified. 

Other details of  
the project include:
•  Midway College School of Pharmacy will 

offer a fully accredited Doctor of Phar-
macy (Pharm.D.) degree. The Pharm.D. is 
the single entry professional degree in the 
United States to become a pharmacist. 

•  The school will enroll up to 80 students 
per year; 320 students maximum when 
fully operational. 

•  The school will employee approximately 
100 full and part-time faculty and staff 
members; many of the faculty will be re-
cruited from outside of Kentucky due to 
the specialized nature of the pharmacy 
curriculum. 

• January 2011 the school will begin ac-
cepting students for August 2011. 

•  The school’s faculty salaries will be in the 
75th  percentile of pharmaceutical faculty 
salaries in the United States.

• Average annual tuition per student is 
$31,000.

• Dr. Lanny Foss has been hired as the 
founding dean of the Midway College 
School of Pharmacy. Dr. Foss has more 
than 30 years of experience and has 
worked with Midway College since May 
2009 on this initiative. 

“We are so pleased to be a new member 
of the Paintsville community. As we have 
made visits and had discussions with local 
leaders it was obvious from day one that this 
was the right community for this project. 
This is a community that values education 
and is welcoming. We could not ask for a 
better partner,” said Drake.

“What an historic day for Southern 
and Eastern Kentucky,” said U.S. Represen-
tative Hal Rogers. “This project will bring 
a hundred good paying jobs to the region 
during a time of high unemployment rates. 
It also builds educational resources at home 
to continue the mission of providing qual-
ity opportunities so our best and brightest 
students don’t have to leave Kentucky for 
professional degrees and careers.”

Midway College President Dr. William B. Drake, Jr. announces the new  

College of Pharmacy in Paintsville.
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Announcing our RN to BSN
 - developed with working RN’s in mind
 - nursing courses can be completed in one year
 - begin your BSN at any time during the year
 - classes meet three Saturdays per six-week sessionU N I V E R S I T Y

75 Years of Nursing Excellence
502.585.7125  /  www.spalding.edu

By Peggy Williford

Exciting things are happening in the 
high schools of the Jefferson County Public 
Schools (JCPS) system in Louisville, Ky. A 
task force made up of business, industry and 
academia met for several months to review 
the career and technical programs offered in 
JCPS high schools. They recommended to 
group career and technical programs into five 
overarching magnet career emphases. The 
chosen career theme for Moore, Valley and 
Waggener high schools is “Sustaining Our-
selves and the Planet,” with career emphasis 
on medicine, health and the environment.

Why medicine and health?
According to the Bureau of Labor Sta-

tistics, service-providing industries are ex-
pected to account for approximately 15.7 
million new wage and salary jobs generated 
over the 2006-2016 period. Among all oc-
cupations in the economy, healthcare oc-
cupations are expected to make up seven 
of the 20 fastest growing occupations, the 
largest proportion of any occupational 
group. They are also among the highest 
paid careers. 

What students will learn
The goal is for students focusing 

on medicine and health to learn a vari-

ety of skills, which will equip them for 
entry-level positions in the healthcare 
field. Healthcare skills may include CPR, 
MNA, medical office procedures, den-
tal procedures or diagnostic procedures. 
They will also learn study skills to use in 
their post-secondary endeavors. Students 
may also apply their newly acquired skills 
in a real-life setting though internships 
and co-ops. Opportunities in healthcare 
careers may be available in long-term care 
settings, acute-care settings or medical 
offices. JCPS will also offer courses with 
high-level technical curriculum that will 
enable students to enter the workforce at 
a variety of entry points, either in entry 

level positions while the students are still 
in high school or after graduation. Stu-
dents will receive dual credit or articu-
lated credit for some classes taken while 
in high school. 

After completing the program stu-
dents can use their skills to enter the work-
force immediately after high school or 
enter college without experiencing delays, 
duplication of courses, or loss of credit. 
Colleges can expect to see enrolled stu-
dents that have already been exposed to 
rigorous coursework. Employers can ex-
pect to see new employees with the skills 
and work ethic needed for the fast-paced 
environment of healthcare.  

Early exposure to 
healthcare careers 
Jefferson County Public Schools 
introduces medicine and health 
themes into high school career 
and technical programs.
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Congratulations to the 2010 MediStar Awards Nominees
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MEDI STAR
THE 2010

AWARDS
MEDI STAR

THE 2010

AWARDS

Join the leaders of our region’s healthcare community  

as we celebrate the “best of the best” in the business of healthcare.  

This year’s event will recognize eight outstanding healthcare programs  

and feature the best networking in Kentucky and Southern Indiana.

Awards Presentation  
followed by a Cocktail Reception

March 30, 2010 
4:30 - 7:00 pm

Grand Ballroom 

Galt House Hotels

140 North Fourth Street 

Louisville, KY 40202

Tickets: 

$50 each 

$500 for a sponsored table of 10

Buy your tickets online at  
www.MedicalNews.md  
or call (502) 333-0648

Purchase your tickets today 
to the region’s premiere healthcare business awards

 

Award sponsors

Cocktail sponsor

Star sponsors

489 East Main Street, Suite 300

J e f f e r y  T .  B a r n e t t
Robert J. Benvenuti III
W e s l e y  R .  B u t l e r

L e x i n g t o n ,  K Y  4 0 5 0 7

w w w . B B B - L a w . c o m

p h o n e  ( 8 5 9 )  2 2 6  0 3 1 2

f a x      ( 8 5 9 )  2 2 6  0 3 1 3
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By Rick Barney

It may seem counterintuitive, but the 
current economic uncertainty has encour-
aged many people to return to higher edu-
cation. While tuition can be seen as a cost, 
many students are returning to increase their 
job security or their current pay level either 
by earning their first bachelor’s degree as 
an adult, or by returning as a second degree 
student. Nursing education presents a viable 
opportunity for many students, as it is a sta-
ble field that is in high demand.

Spalding University in Louisville, Ky., 
recently celebrated 75 years of nursing excel-
lence, having prepared nearly 2,500 nursing 
professionals who serve the healthcare needs 
of the public throughout Kentucky, the Unit-
ed States and abroad. It takes little reflection 
to see how the healthcare field has changed 
since the program began in 1933. In fact, the 
current era is a critical period of change in the 
field of healthcare. Various challenges have 
arisen, from a struggling economy, potential 
changes in healthcare policy at a national lev-
el, to the eminent shortage of nurses. As the 
field changes, Spalding’s College of Health 
and Natural Sciences prepares professionals 
that are equipped for the changing environ-
ment while making a positive impact in both 
Louisville’s healthcare community and the 
field at large.

Equipped for the future
 The renovation of the new College 

of Health and Natural Sciences facility, 
which opened in the fall of 2008, features 
new labs and state-of-the-art technology, 
as well as “smart” classroom space. In Au-
gust 2009, the university welcomed two 
key players, Joanne Berryman and Dr. 
Carolyn Lewis, maximizing the univer-
sity’s opportunity to effect change in the 
healthcare community through education. 
With her knowledge of healthcare admin-
istration cultivated as senior vice president 
of Jewish Hospital and St. Mary’s Health-
care, Berryman has the distinct ability to 
affect the community through the guid-
ance of healthcare education as the col-
lege’s dean. Lewis joined as the chair of the 
School of Nursing, bringing grant writing 
and leadership experience acquired as as-
sistant dean at Bluegrass Community and 
Technical College. 

Accommodating student needs
In the current economic state Spald-

ing continues to offer opportunities to adult 
learners. Spalding maintains a flexible course 
schedule with day, evening, and weekend 
options, as well as six-week sessions, which 
make returning to higher education easier 
for busy adult learners. 

In addition to second degree options, 
Spalding has developed the RN to BSN 
program. It offers a low intensity program 
format that allows individuals who already 
hold an Associate Degree in Nursing (ADN) 
to earn a Bachelor of Science in Nursing de-
gree, potentially while continuing to work in 

the field. “Spalding’s new RN to BSN and 
second degree Nursing Program are two ex-
amples of how Spalding is meeting the needs 
of individuals who have college experience 
but are looking for second careers or upward 
mobility within their current career,” said 
Berryman.   “Our faculty demonstrates the 
ability and flexibility to focus on the needs 
of the individual student while achieving the 
desired outcomes of the curriculum.”

As with the current economic state, 
healthcare reform is top of mind for many 
Americans. Although suggested reform 
largely focuses on health insurance coverage, 
such a systematic change would certainly 
influence healthcare professionals, and the 
current educators in the field must prepare 
for this potential paradigm shift. “The role 
of the nurse will continue to expand as 
the focus of care shifts from ‘sick’ care to 
‘health’ care, or prevention and education,” 
said Berryman. “All versions of the current 
healthcare reform proposals recognize the 
necessity of focusing on prevention, thereby, 
lowering the cost of hospitalization.   The 
basic framework of nursing practice is pre-
vention and education promoting  effective 
self-care behaviors.” 

As the Baby Boom Generation ages, 
experts expect the healthcare field to be in 
even higher demand, even to the point of a 
potential shortage of qualified nurses. This 
strengthens the focus on providing both a 
quality education for current students and a 
variety of educational opportunities for pro-
spective students. 

Preparing tomorrow’s nurses
Spalding University’s nursing education  
presents a viable opportunity for students.

Although suggested reform 

largely focuses on health 

insurance coverage, such 

a systematic change would 

certainly influence healthcare 

professionals, and the 

current educators in the 

field must prepare for this 

potential paradigm shift.



M E D I C A L  N E W S  •  F E B R U A R Y  2 0 1 0     P A G E  1 5

INSURANCE
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By Virginia K. Judd

Corporations play 
a vital role in phi-
lanthropy; the cor-

porate sector provides mul-
tiple resources to address 
urgent and ongoing needs 
facing communities today. 
The Humana Foundation 

has a strong history of giving with charitable 
contributions of $212 million since 1975 to 
benefit health, well-being, and both urgent 
and continual needs of local, national and 
international communities. 

An urgent situation presented itself on 
January 12 as the world witnessed the devas-
tating effects of the earthquake in Haiti, the 
most impoverished nation in the western 
hemisphere. The quake pummeled schools, 
homes, roads, and hospitals, affecting three 
million people and leaving significant num-
bers of children homeless and orphaned. 
On-the-ground reports indicated that Hai-
tians were in greatest immediate need of 
medical treatment.  

Two days following the disaster, The 
Humana Foundation committed $100,000 
to three relief agencies—American Red 
Cross, Save the Children and Doctors With-
out Borders—with a focus on medical aid. 
The Foundation is also matching—dollar 
for dollar—contributions from Humana 
associates, for a possible combined gift of 
$200,000.

Our gift, along with those of other con-
cerned individuals, organizations, founda-
tions and corporations around the U.S. and 
abroad will serve as one step in Haiti’s long 
and difficult recovery that lies ahead.  

Helping locally
Although we are sometimes called 

upon to respond to immediate disasters, our 
Foundation is also committed to ongoing 
challenges facing American children and 
families every day, such as childhood obe-
sity.

Nationally, one in every three children 
is overweight or obese. The Centers for Dis-
ease Control reports that obesity rates in our 
children have more than tripled in the past 
20 years. Adult and childhood obesity now 
account for more than nine  percent of all 

medical spending, costing the nation $147 
billion in 2008.

If nothing is done to curtail the in-
creasing rates of obesity, this will be the first 
generation of offspring who will not outlive 
their parents. We can not afford to ignore 
this growing and costly epidemic.

Therefore, The Humana Foundation 
has joined hands with Jefferson County 
Public Schools to launch two health and fit-
ness magnet schools, Rangeland and Wel-
lington Elementary. These schools are creat-
ing an environment that encourages healthy 
behaviors with the expectation that healthi-
er children will lead to happier children who 
perform better in school.  

Catalyst for change
The Humana Foundation hopes to be 

a catalyst for change by providing financial 
resources, technical support, and a frame-
work for measuring and rewarding positive 
results. We call it HEALThE Schools, or 
“Healthy Environment and Active Lifestyles 
Through Education.”

One component of this framework in-
cludes an evaluation system called HEAL-
ThE Certification that schools can use as a 
tool to meet high standards in the areas of 
health, fitness, nutrition, school culture and 
academic success. HEALThE Certification 
is really about schools having a picture of 

what an ideal healthy environment looks 
like and setting goals for getting there with 
rewards, incentives and recognition along 
the way. 

In addition, our Foundation has fund-
ed “cutting-edge” fitness game labs and af-
ter school programs, and is encouraging the 
schools to engage faculty and parents to par-
ticipate as well. 

Whether the need for support of health 
and well-being is immediate or long-term, 
Humana takes its role of social responsibility 
seriously. And society should expect no less.  

Virginia K. Judd is Executive Director  

of  The Humana Foundation

Corporate philanthropy:  
Improving the healthcare of our community

JUDD

Following the devasting earthquake in Haiti, The Humana Foundation committed resources to three relief agencies
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Medicaid drug rebate 
equalization needed to 
even the score

By Thomas L. Johnson

Congress has made progress on fix-
ing a problem that favors the traditional 
government management of Medicaid over 
private sector solutions, but needs to finish 
its work. 

Due to an antiquated provision in fed-
eral statute, states that partner with Med-
icaid health plans do not qualify for statu-
tory drug rebates on pharmacy benefits 
provided in managed care, unlike phar-
maceuticals provided through traditional 
Medicaid. Because of this inequity, states 
are increasingly “carving out” pharmacy 
benefits, preventing low-income Medicaid 
beneficiaries from realizing the full benefits 
of coordinated care provided in Medicaid 
health plans. 

The policy change required, known as 
“drug rebate equalization,” would extend 
the basic Medicaid drug rebate provided in 
the Omnibus Budget Reconciliation Act of 
1990 to Medicaid managed care programs. 
Under OBRA 1990, pharmaceutical com-
panies that choose to participate in Med-
icaid must pay a 15.1 percent rebate on 
brand-name drugs, and 11 percent for ge-
nerics. However, Congress only applied the 
Medicaid Drug Rebate Program to fee-for-
service, or traditional Medicaid, leaving out 
pharmaceuticals provided to those enrolled 
in managed care. 

In 1990, only about 10 percent of all 
Medicaid beneficiaries were enrolled in 
managed care nationally; today more than 
70 percent are enrolled in some form of 
managed care. Congress needs to update 
the federal statute to reflect the evolution of 
the program and modern trends.   

Because states only realize the rebate 
savings on drugs provided through fee-for-
service, states are increasingly carving out 
drugs from the benefits provided through 
contract with Medicaid health plans. States 
may manage the pharmacy benefits them-
selves, or with the help of pharmacy benefit 
management companies. Twenty-four states 
now carve out some or all of their pharmacy 
benefits from their Medicaid managed care 
programs, with Indiana becoming the latest 
carve-out state in January. 

Need for pharmacy 
management plan

We know patients benefit when phar-
maceuticals are provided in the comprehen-
sive benefits coordinated by health plans. 
Medications are now a major part of man-
aging chronic disease. The coordination of 
care model only works when health plans 
have pharmacy management functions and 
access to the data on pharmacy utilization. 
In many carve-out states, the state’s patient-
level pharmacy benefit utilization data is not 
shared with health plans. This fragmented 
approach has proven detrimental to the qual-
ity of care provided Medicaid enrollees. 

In addition to the clinical aspects, 
states are not realizing the total financial 
savings they could under a carve-in model 
with pharmacy rebates. In a 2008 Lewin 
Group analysis, Lewin estimated that carve-
in states have pharmacy savings on average 
15.9 percent greater than carve-out states 
before rebates, primarily through drug mix 
variation and a reduction in prescription 
volume. Better management of pharmacy 
benefits integrated with a patient’s behav-
ioral and medical care yields significant sav-
ings through health plans.  

States benefit
Add in the potential of statutory re-

bates for those pharmaceuticals provided in 
Medicaid health plans and states stand to 
gain significantly. Private analysis by Lewin 
estimated savings to state governments 
could reach $13.6 billion over ten years, in-
cluding $8 million annually in Kentucky’s 
Medicaid program and $22 million annu-
ally in Indiana’s program. The Congressio-
nal Budget Office, the non-partisan budget 
arm of Congress, estimated drug rebate 
equalization would save the federal govern-
ment about $8 billion over ten years.

A large and diverse group of Medicaid 
stakeholders have given support for drug 
rebate equalization, including the National 
Association of State Medicaid Directors, 

Continued on page 17

In 1990, only about 10 percent 

of all Medicaid beneficiaries 
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nationally; today more than 70 

percent are enrolled in some 
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the program and modern trends.   



M E D I C A L  N E W S  •  F E B R U A R Y  2 0 1 0     P A G E  1 7

Americans divided over healthcare reform proposals

I N S U R A N C E

By Sally McMahon

A new Kaiser Family Foundation poll finds that Ameri-
cans are divided over congressional health reform propos-
als, but also that large shares of people, including skeptics, 
become more supportive after being told about many of the 
major provisions in the bills. 

The January Kaiser Health Tracking Poll, conducted 
before the Massachusetts Senate vote, finds opinion is di-
vided when it comes to the hotly debated legislation, with 
42  percent supporting the proposals in the Congress, 41  
percent opposing them and 16  percent withholding judg-
ment.   However, a different and more positive picture 
emerged when we examined the public’s awareness of, and 
reactions to, major provisions included in the bills.   Ma-
jorities reported feeling more favorable toward the proposed 
legislation after learning about many of the key elements, 
with the notable exceptions of the individual mandate and 
the overall price tag. 

For example, after hearing that tax credits would be 
available to small businesses that want to offer coverage to 
their employees, 73  percent said it made them more support-
ive of the legislation. Sixty-seven  percent said they were more 
supportive when they heard that the legislation included 
health insurance exchanges, and 63  percent felt that way af-
ter being told that people could no longer be denied coverage 
because of pre-existing conditions. Sixty  percent were more 
supportive after hearing that the legislation would help close 
the Medicare “doughnut hole” so that seniors would no lon-
ger face a period of having to pay the full cost of their medi-
cines.  Of the 27 elements of the legislation tested in the poll, 
17 moved a majority to feel more positively about the bills and 
two moved a majority to be more negative. 

In some cases elements of the legislation were popular 
enough to prompt a majority of skeptics to soften their op-
position, including the tax credits for small businesses (62 
percent of current opponents said it made them more sup-
portive), the fact that most people’s existing insurance ar-

rangements would not change (59 percent), and the stipula-
tion that no federal money would go to abortion (55 percent). 

A smaller number of provisions cut the other way. 
When told that nearly all Americans would be required to 
have health coverage, for instance, 62  percent of people 
said it made them less likely to support the legislation and 
51  percent said they were less likely to support the reform 
package after learning it will cost at least $871 billion over 
10 years.  

“It’s one thing to talk about the public’s perception of 
healthcare reform legislation, which right now is in some 
ways negative, but it’s another to tell people what’s actually 
in the bill and when you do that people are more positive,” 
said Kaiser President and CEO Drew Altman. 

The poll finds that even after a year of substantial me-
dia coverage of the health reform debate, many Americans 
remain unfamiliar with key elements of the major bills 
passed by the House and Senate. About half are aware that 
tax credits would be available to small businesses, one of the 
most popular provisions. And 44  percent recognize that the 
legislation would help close the Medicare “doughnut hole.” 

Awareness can matter. Among the least known ele-
ments of the bills, those with the biggest potential to change 
minds include the fact that the Congressional Budget Of-
fice has said health reform would reduce the deficit (only 
15 percent expect the legislation to reduce the deficit, but 
56 percent said hearing that makes them more supportive) 
and that the legislation would stop insurers from charging 
women more than men (37 percent are aware that the leg-
islation would do this, but 50 percent said this provision 
makes them more supportive).  There were no lesser known 
provisions that would push a majority of supporters away 
from the bill. 
Independents occupy the middle ground

Americans’ views of health reform generally track with 
their politics: Most Democrats (64 percent) support the 
proposals on Capitol Hill, while an even larger majority of 
Republicans (76 percent) oppose them. The middle ground 
is left to independents, with 41  percent in favor and 43  

percent opposed— even as a narrow majority (52 percent) 
backs the general idea that it is more important than ever to 
take on health reform now. 

As with the public overall, independents say the elements 
most likely to push them in the direction of supporting the 
legislation include the tax credits for small businesses (74 per-
cent); the insurance exchanges (69 percent); and the stability 
in coverage for most people with employer-sponsored plans 
(66 percent). Similarly, they are turned off by the individual 
mandate (67 percent say this makes them less supportive) and 
the overall cost of health reform (57 percent). 

Independents do differ in some ways from those with 
declared partisan leanings. They are much more likely than 
Republicans to say that they feel more supportive of the leg-
islation because it would provide coverage for the uninsured 
(61 percent of independents compared to 22 percent of GOP 
members). And they are more concerned than Democrats 
about the bills’ multi-billion dollar price tag; 57  percent of 
independents say the cost makes them feel less supportive, 
compared to 34  percent of Democrats.  

Many seniors are unaware of effort  
to close the Medicare “doughnut hole” 

The new survey finds that America’s seniors, a politi-
cally important group, lean against the proposed legislation, 
with 48  percent opposed, 37  percent in favor and 15  per-
cent offering no opinion. However the survey finds that, 
somewhat surprisingly, seniors were less likely than younger 
Americans to be aware that the legislation includes provi-
sions to close the “doughnut hole.” Thirty-seven  percent of 
seniors were aware of such provisions, compared to 53  per-
cent of those under age 40. Six in 10 seniors say that if the 
legislation did work to close the doughnut hole they would 
feel more supportive of it, a level of support identical to that 
found among younger Americans. 

There is a generational split, however, on proposals that 
would limit future increases in some Medicare provider pay-
ments. Younger Americans favor such measures by almost a 
2-to-1 margin while the opposite is true of seniors.

After a year of substantial media coverage of the health reform debate,  
many remain unfamiliar with key elements of the major bills passed by the House and Senate.

Medicaid drug rebate equalization needed 
Continued from page 16

National Governors Association, National Association of 
Community Health Centers, and American Academy of Pe-
diatrics. They know that equalizing the Medicaid pharmacy 
rebate would improve the Medicaid program and result in 
better care for millions of low-income Americans.   

With support from the White House, provisions equaliz-
ing the Medicaid drug rebate were included in both the House 
and Senate healthcare reform bills passed last year. 

The pharmaceutical industry, for their part, agreed 
to this change in policy as part of a larger deal made with 
Congress last year. In exchange for millions of newly insured 
paying customers in health reform, their deal would provide 
additional price concessions in Medicare and Medicaid, in-

cluding equalizing the Medicaid rebate between managed 
care and traditional Medicaid.

With the near-term prospects and scope of health re-
form now uncertain, supporters are looking at opportunities 
to enact drug rebate equalization.   

There are stand-alone bills in Congress that would 
enact drug rebate equalization—the Medicaid Prescrip-
tion Drug Rebate Equalization Act of 2009, H.R. 904 and 
S. 547. Proponents are looking to gather more support for 
these bills as a demonstration of the strong need to enact 
drug rebate equalization. Currently, Congressman John 
Yarmuth (D-KY) is the only legislator from Kentucky or 
Indiana co-sponsoring the legislation. 

Some constituents would like to see a greater involve-
ment from the states and governors in supporting the rebate 
equalization policy. With most state Medicaid budgets run-
ning a deficit, this is a policy that clearly would yield sav-
ings for states and improve the quality of care provided in 
Medicaid. 

Congress should continue its work started last year to 
modernize the Medicaid program by extending the Medicaid 
Drug Rebate Program to states for pharmacy benefits pro-
vided in Medicaid health plans. 

Thomas L. Johnson is President and CEO  

of Medicaid Health Plans of America. 



P A G E  1 8     M E D I C A L  N E W S  •  F E B R U A R Y  2 0 1 0

AAPPO and AMA’s new  toolkit 
enhances communication among 
members and providers

Anthem Foundation grant  
supports patient safety efforts 

I N S U R A N C E

By Burcum Arkun

To help physicians, preferred provid-
er networks (PPNs) and payers develop a 
common understanding during contacting 
discussions, the American Association of 
Preferred Provider Organizations (AAPPO) 
and the American Medical Association 
(AMA) partnered to develop an educational 
guide.  The “Provider Contracting Toolkit” 
is designed to create a common ground for 
discussions between physicians, PPNs and 
payers by fostering a better understanding 
of contractual agreements and diminish the 
potential for problems or misunderstandings 
that arise after the contract is executed. 

“With more than 69  percent of Ameri-
cans enrolled in PPOs, our industry needs to 
do all we can to ensure that all parties under-
stand the contracting process   for preferred 
provider networks,” said Karen Greenrose, 
president and CEO of AAPPO.   “AAPPO 
believes that continued collaboration with 
AMA will enhance communication among 
our members and providers.” 

“No physician should sign a health 
plan agreement without a thorough under-
standing of the implications for their prac-
tice,” said AMA Board Member Cecil B. 
Wilson, M.D.   “The new toolkit will help 
physicians get straight answers and useful 

information up front during the contract 
negotiation process, which can help estab-
lish a fairer and more balanced business re-
lationship over the course of the contract.”

Physicians are often solicited to participate 
in PPNs, and clarity and transparency in the 
contract agreements are the foundation for a 
fair, long-term business relationship.   Given 
the focus on provider contracting at the state 
legislative level, as well as the desire of both 
the PPNs and physicians to work together to 
ensure transparent and fair contracts, the new 
toolkit will serve as an educational resource so 
that both parties better understand the process.

The toolkit provides quick reference 
documents on several key issues that arise 
during the contracting process, including:

 ➤ Responsibilities of PPNs/Payers.
 ➤ Physicians contracting with PPNs.
 ➤ Assessing network value.
 ➤ Primary/secondary network matrix.
 ➤ Understanding silent PPOs. 
The toolkit is available in hard copy, 

or can be accessed online at AAPPO and 
AMA web sites.

The toolkit is not intended to be a 
source of legal advice. An experienced 
counsel should be sought for assistance in 
negotiations. Additionally, some states have 
laws regulating PPNs. Contact the local 
state medical association for more informa-
tion on the laws in a specific state.

By Melanie Wolkoff Wachsman

A $100,000 grant provided by the An-
them Foundation will help support The 
Kentucky Institute for Patient Safety and 
Quality (KIPSQ), the state’s first organiza-
tion solely dedicated to studying medical er-
rors — why they occur and how to prevent 
them. KIPSQ is federally designated by the 
Secretary of Health and Human Services as 
a Patient Safety Organization (PSO). The 
federal designation as a PSO will, for the 
first time, allow Kentucky’s healthcare pro-
viders to confidentially report information 
on adverse patient events, near misses and 
best practices without fear of repercussions. 
The Institute was established by the Ken-
tucky Hospital Association (KHA). 

The grant also supports the submis-
sion of the data collected in Kentucky to 
the Agency for Healthcare Research and 
Quality (AHRQ) for national trending 
and information sharing among all PSOs 
throughout the country.    

“Until recently, there was no system 
like this in Kentucky. Before, Kentucky 
hospitals could only review problems indi-
vidually within their institutions, and did 
not systematically collect, nor share such 
data because confidentiality could not be 
maintained,” said KHA President Michael 
T. Rust. “KHA developed a PSO to help 
hospitals fulfill their mission of providing 
the highest quality of care to their patients. 
Knowing when and why medical errors 
happen in Kentucky is the first step towards 
making real progress in preventing them.”

By Adele Merenstein

In a stunning upset, Scott 
Brown (R-MA), little-known 
Massachusetts Republican State 
Senator, came from behind in 
the proverbial “Tortoise and the 
Hare” manner to beat Martha Coakley (D-
MA), the Bay State’s Attorney General, in 
a special election held to fill the Senate seat 
previously held by the late Senator Edward 
Kennedy, the liberal “Lion of the Senate.”  
Brown, who won with a decisive 52 percent 
of the vote against Coakley’s 47 percent, 
will be seated pending certification of the 
election results by Massachusetts. Brown’s 
victory means the Democrats have lost the 
60th vote required in the Senate to over-
come a Republican filibuster, throwing into 
doubt passage of a comprehensive health-
care reform compromise bill any time soon.

The Future of healthcare reform
As recently as a couple of weeks before 

the outcome of the special election, it was 
widely believed that Congress was on the 
brink of bringing to fruition a nearly year-
long odyssey of healthcare reform legislation 
negotiations. It was expected that an imper-
fect, yet comprehensive and far-reaching 
bill would be presented to President Obama 
for signature. Brown opposes the bill and 
his victory means Congressional Democrats 
must come up with other viable options to 
pass healthcare reform. The following op-
tions have been posed:

Push through a compromise bill be-
fore Brown is seated. This option has been 
soundly rejected by President Obama who 
has asked the Senate to wait until Brown is 
seated before taking up a vote.

Adopt Senate passed H.R. 3590 
without changes to avoid another vote 
of the Senate on a compromise bill. Ac-
cording to House Speaker Nancy Pelosi, 
(D-CA), there are insufficient votes in the 
House (218 required) to pass the Senate 

version of healthcare reform, in the 
House, without revisions. 

Extract measures in both 
bills already passed by the House 
and the Senate and package them 
together in a scaled-down version 
of healthcare reform legislation. 
The idea behind this approach is to 

salvage reform by including provisions upon 
which there is bipartisan consensus. This 
option is currently under consideration. Ac-
cording to The Wall Street Journal (Insurers 
Now Focus of Health Talks by Janet Ada-
my and Naftali Bendavid), Speaker Pelosi is 
considering working from H.R. 3590  while 
excluding the provisions opposed by many 
House members. For example, Speaker Pe-
losi has indicated that the following mea-
sures are part of the healthcare reform bills 
passed by both chambers and could form 
the basis of consensus:

 ➤ Prevent insurers from denying poli-
cies to patients with pre-existing 
conditions or dropping patients who 
become very ill;

 ➤ Repeal the insurance industry’s anti-
trust exemption;

 ➤ Impose caps on insurers limiting their 
profits

Other lawmakers and health policy 
experts have indicated that a smaller bill 
might incorporate other provisions includ-
ing requirements that:

 ➤ insurers offer policy holders an option 
to continue healthcare coverage for 
children in their mid-twenties;

 ➤ the federal government offer States 
incentives to expand Medicaid cover-
age for childless adults;

 ➤ the federal government offer grants 
to States to establish insurance ex-
changes;

 ➤ the federal government offer small 
business tax credits to defray the costs 
of insuring its employees. 

 ➤ a health plan not be permitted to 
charge out-of-network fees for emer-

Historic victory 
in Massachusetts 
destroys Democrats’ 
ability to overcome 
Republican filibuster

MERENSTEIN

Continued on page 21
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Expanding healthcare coverage 
for Kentucky children

By William B. Wagner

It takes the effort of many to 
resolve the crisis of many. As we 
all know, the issue of the unin-
sured continues to negatively af-
fect the lives of those around us in 
growing numbers. In an endeavor to resolve 
this issue for so many Kentuckians, Gov-
ernor Steve Beshear implemented a bold 
initiative on November 1, 2008 to find and 
enroll Kentucky’s eligible children in the 
Kentucky Children’s Health Insurance Plan 
(KCHIP). As Chairman of the KCHIP Co-
alition for the 16-county Louisville region 
covered by Passport Health Plan, I applaud 
Governor Beshear and congratulate him on 
the results of this initiative. 

The goal of Governor Beshear’s initia-
tive was to locate and enroll 35,000 chil-
dren into KCHIP between November 2008 
and July 1st, 2010. That goal was met by 
December 2009. Those of us serving on the 
KCHIP Coalition for the Louisville region 
are equally impressed by our own results. 
We enrolled more than 11,000 children 
between November 2008 and December 
2009 far surpassing our goal.

As a result of this statewide initiative, 
more than 38,487 children who did not 
have health insurance in 2008 now have 

coverage. This means that 38,487 
children in the Commonwealth 
of Kentucky are more likely to 
receive immunizations and an-
nual check-ups and less likely to 
be absent from school because of a 
chronic illness.

These results would not have 
been possible without the changes imple-
mented by Governor Beshear:  He stream-
lined the KCHIP application process and 
eliminated the requirement for face-to-face 
interviews for families submitting an appli-
cation. These steps made it easier for fami-
lies to apply for benefits. 

The results of the Governor’s KCHIP 
initiative to date are indeed impressive but 
there is still much work to be done. With the 
unemployment rate in our state at nearly 11 
percent, it is critical that we continue to find 
and enroll children and assist families in need.

As Governor Beshear and our legisla-
ture continue to wrestle with the demands 
of budget shortfalls during this session, we 
encourage each of them to be diligent in 
the care of our most vulnerable citizens — 
those who are young, those who are aged, 
and those who are ill.

William B. Wagner is the Executive Director, 

Family Health Centers, Inc. Louisville, Kentucky 

and Chairman, Louisville Region KCHIP Coalition

I N S U R A N C E

WAGNER

Great bedside manner.
Your patients expect the best service 
and care from you. You expect the 
same from your bank. 

Eclipse’s benchmark customer service and 
expertise give you peace of mind that your 
practice’s finances are healthy. And our 
bedside manner is legendary.  

Let Eclipse’s comprehensive Healthcare Suite 
of services increase your office’s operating 
efficiency and improve your cash flow.  
               
Call Sharon Gunter at (502) 671-4812 or 
email sharon.gunter@eclipsebank.com and 
learn how to make your practice soar.

www.eclipsebank.com / 3827 Shelbyville Road / 
Louisville, KY 40207 / 502-671-4800 / Member FDIC
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His last months are important.
The care you recommend is critical.

Give your patients and 
their families the 
unparalleled end-of-life 
care they deserve.

For 30 years, Hospice of the Bluegrass has 
been a leader in end-of-life and palliative 
care and has the privilege of caring for over 
1,000 patients and families daily throughout 
our 25-county service area.  It is through 

the collaboration and partnership 
with community physicians that 

Hospice of the Bluegrass has been 
able to touch so many lives. 

For more information on 
referring to Hospice of the 
Bluegrass, please contact us 
at (800) 876-6005.

www.hospicebg.org
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To learn more about our experience and commitment to health care matters, visit: 
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The Oxford® Partial Knee
 The only partial knee replacement that rivals  
the clinical heritage of total knee replacements1–6

 1. Murray, D. et al. The Oxford Medial Unicompartmental Arthroplasty. A Ten Year Survival Study. Journal of Bone and Joint Surgery. 80-B(6):983-89, 1998.

 2. Ritter, M. et al. Flat-on-Flat, Nonconstrained, Compression-Molded Polyethylene Total Knee Replacement. Clinical Orthopaedics and Related Research. 321: 79–85, 1995.

 3. Duffy, G. et al. Cemented Total Knee Arthroplasty Using a Modern Prosthesis in Young Patients With Osteoarthritis. The Journal of Arthroplasty. 22(6 Suppl 1): 67-70, 2007.

 4. Laskin, R. The Genesis Total Knee Prosthesis. Clinical Orthopaedics and Related Research. 388: 95–102, 2001.

 5. Malkani, A. et al. Total Knee Arthroplasty with the Kinematic Condylar Prosthesis. Journal of Bone and Joint Surgery. 77(3): 423–31, 1995.

 6. Brassard, M. et al. Does Modularity Affect Clinical Success? A Comparison with a Minimum 10-year Followup. Clinical Orthopaedics and Related Research. 388: 26–32, 2001.

 7. Price, A. et al. 20-year Survival Rate and 10-year Clinical Results of the Oxford UNI Knee Arthroplasty. Adult Reconstruction Knee Paper #046. Presented at the American Academy 
of Orthopaedic Surgeons 73rd Annual Meeting. Chicago, IL. March 22–26, 2006.

Clinical Survivorship at 10 Years
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Oxford® 

Partial Knee1

98%�

The only partial knee that is clinically proven in an independent study 
at 10, 15 and 20 years.7
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By Scott T. Hedges, M.D.

In the behavioral healthcare 
field, as in primary health-
care, the topic of value cre-

ation— specifically the “what 
and for whom” in product 
development and delivery—
continues its emergence in 
professional dialogue and 
executive leadership stra-
tegic planning. Although 
many examples exist of val-
ue achievement, fragmented 
efforts born out of narrow 
focuses and self-serving in-
terests slow the progress in 
achieving real benefit (and 
the greatest value) for our 
primary stakeholders — the 
consumers. Recently, an In-
stitute of Medicine (IOM) 
panel comprised of influen-
tial figures in U.S. health-
care met in Washington, 
D.C., and wrestled with the 
broad subject of value in 
healthcare. 

The observations and 
opinions of the group, 
chaired by then-Mayo President and CEO 
Denis Cortese, M.D., are included in a new 
IOM book titled, Value in Healthcare: Ac-
counting for Cost, Quality, Safety, Outcomes, 
and Innovation. 

As a more purposeful and strategic 
path to value creation evolves, the themes 
identified by this group could serve as criti-
cal guides and reliable checkpoints for our 
industry. What follows is a synopsis of the 
discussion around a few of the fourteen 
themes identified and discussed.

Perceptions. Value means different 
things to different stakeholders. For pa-
tients, perceived value is couched in the 
quality of relationships with physicians or 
providers. For those seeking healthcare, 
value improvement may mean help in 
achieving personal goals or living lives with 
a greater degree of normalcy. For many con-
sumers, the attraction of more services or 
more expensive services is lost, as the values 
of time and cost yield greater recognition. 

Clinicians and providers see value as 

diagnostic and treatment approach-
es that “increased confidence in the 
effectiveness of services offered.” 
Employers embrace the value of 
keeping workers and their fami-
lies healthier and more productive 
at lower costs. Health insurers see 

value improvement in interven-
tions that are “crisply defined” 
and supported by “a high level 
of evidence as to effectiveness 
and efficiency.” Health product 
innovators identify value im-
provement as a product that is 
better for an individual patient, 
more profitable and contributes 
to “product differentiation and 
innovation.”  

Recognizing the divergent 
perceptions and weighing the 
importance of creating value 
for each stakeholder group is 
a leadership challenge. A clear 
mission and vision should help 
healthcare organizations build 
business strategies that address 
the value creation sought by 
each organization’s unique set 
of stakeholders.

Gain. Improving value 
requires reliable information, 

sound decision principles and appropriate 
incentives. The roundtable underscored 
the importance of adequate investment in 
transparency and continuous improvement 
regarding “safety, efficacy, effectiveness, 
and comparative effectiveness of interven-
tions.” These are also the hallmarks of Joint 
Commission review standards. Action to 
improve value, therefore, requires the fash-
ioning and use of “sound decision principles 
tailored to the circumstances and adequate 
incentives to promote the desired outcome.”

Urgency. The urgency to achieve 
greater value from healthcare is clear and 
compelling. Healthcare costs consistent-
ly outpace inflation—the participants 
agreed—squeezing out employer coverage, 
increasing the number of uninsured and 
doubling out of pocket payments without 
commensurate health improvements. A 
greater sense of urgency compels a greater 
measure of value. 

Decisions. Sound decision principles 

Achieving  
healthcare value

A monthly column contributed by the 
Kentucky Psychological Association

Mind Matters
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Getting Bogged Down?

Give us a call- we can help.

We realize that just because things get done, 
doesn’t mean they are done well.

From strategic planning to process 
improvement, we have individuals who are 

trained to help your company run more 
smoothly.  

Health Reform has 
bogged down Capitol Hill, 
but just off the Hill, the De-
partment of Health and Hu-
man Services has created an 
enormous amount of com-
motion with the release of 
the two federal regulations 
that are expected to have an 
impact on healthcare delivery 
for years to come.  We waited 
for months, and I am happy 
to announce Meaningful Use 
and Certification Criteria have arrived! 
With all the focus in the healthcare IT 
community on these two regulations, I am 
going to devote the entire article to these 
initiatives.  We will save Health Reform for 
next month.

Executive branch
On January 13,  the Department of 

Health and Human Services officially re-
leased the Notice of Proposed Rule Mak-
ing (NPRM) (http://edocket.access.gpo.
gov/2010/pdf/E9-31217.pdf) establishing 
the Medicare and Medicaid Electronic 
Health Record (EHR) Incentive Pro-
gram—commonly referred to as Meaning-
ful Use of an EHR—and an Interim Final 
Rule (IFR) (http://edocket.access.gpo.
gov/2010/pdf/E9-31216.pdf) establishing 
the Initial Set of Standards, Implementa-
tion Specifications and Certification Crite-
ria for EHR Technology. The publication in 
the Federal Register begins a 60-day public 
comment period for each regulation.  

Standards and  
certification criteria

The “Initial Set of Standards, Imple-
mentation Specifications, and Certifica-
tion Criteria for Electronic Health Record 
Technology” was released as an Interim Fi-
nal Rule (IFR) for public comment. It cre-
ates a floor for standards, implementation 
specifications, and certification criteria for 
qualified EHR technology. The IFR cre-
ates specific standards in 2011 in four areas: 
vocabulary, content exchange, transporting 
of information, and privacy and security. A 
final rule is expected in late spring 2010.  

The IFR sets the standards that HHS 
will use to establish a Certification Process, 
which will define how organizations be-
come certifying bodies—and how software 

companies will get their prod-
ucts certified. The IFR does 
not grandfather the Certifica-
tion Commission for Health 
IT (CCHIT) process, which 
could make certification com-
pliance more difficult in the 
first year.

Meaningfuluse 
— Medicare and 
Medicaid EHR 
incentive program

The Notice of Proposed Rulemaking 
on the Electronic Health Record Incentive 
Program for Medicare and Medicaid started 
the process of determining how an eligible 
professional or hospital will be eligible to 
receive incentive payments from Medicare 
or Medicaid.

HHS made a critical decision early 
in the process to align Medicare Fee-for-
Service, Medicare Advantage and Medic-
aid, where practicable and legally possible. 
Medicare incentive payments will be re-
leased by CMS. Medicaid payments will be 
released through the states, following ap-
proval of the individual state plans. 

The Medicare and Medicaid Incentive 
Payment Programs are designed as a three-
stage effort, as follows:

Stage I — Electronic capture of health 
information in a coded format; tracking 
key clinical conditions and communicat-
ing outcomes for care coordinating; imple-
menting clinical decision support tools to 
facilitate disease and medication manage-
ment; and reporting outcomes for public 
health purposes. 

Stage II — Expands on stage I. En-
courages the use of health IT to enhance 
computerized provider order entry; transi-
tions in care; electronic transmission of di-
agnostic test results; and, research.

Stage III — Expands on stage II. Pro-
motes improvements to quality and safety; 
focuses on clinical decision support at a na-
tional level by encouraging patient access 
and involvement; and, improved popula-
tion health data. 

The 500+ page document provides ex-
tensive detail on how eligible professionals 
and hospitals can become meaningful users 
of certified electronic health record tech-
nology. Both professionals and hospitals 

Who needs health reform? 
HHS defines meaningful 
use and certification

By Thomas Leary 
HIMSS Senior Director 

 of Federal Affairs

The View from Capitol Hill

Continued on page 23

gency care.
 ➤ reward high quality/low-cost care.
 ➤ reduce the prescription drug coverage 
gap known as the “doughnut hole”. 
(A New Search for Consensus on 
Health Bill by Robert Pear and David 
M. Herszenhorn, New York Times 
1/22/2010 @A16)

 ➤ Sit back for a period and reflect on the 
dizzying developments before chart-
ing a new course.

 ➤ Reject the currently passed bills alto-
gether and start from scratch based 
on the premise that the majority of 
the American public does not support 
healthcare reform as currently struc-
tured (option posed by Republicans)

Our predictions
With the loss of the Senate’s Demo-

cratic supermajority, it is most unlikely 

that an acceptable full-scale compromise 
bill will emerge from the bills passed by 
each chamber of Congress. Given the ex-
traordinary amount of time and effort ex-
pended by the majority party in the House 
and Senate, the Obama administration’s 
push for some reasonably acceptable out-
come, and the careers riding on healthcare 
reform, it is more likely that some pared 
down, more incremental and less ambitious 
healthcare reform package will emerge 
from the ashes—timetable uncertain. Any 
accomplishable healthcare reform will be 
based on the provisions already agreed to 
by the majority of members in the House 
and Senate.

Stay tuned for further developments.

Adele Merenstein is an attorney with Hall Render 

who focuses her work on healthcare compliance 

and clinical legal issues.

Historic victory in Massachusetts 
Continued from page 19
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As in past years, the 2010 Office of Inspector General 
(OIG) Work Plan (Work Plan) serves as effective notice to 
healthcare providers of the issues that the U.S. Department 
of Health and Human Services (HHS) OIG intends to focus 
on during the federal fiscal year.  As providers from all sec-
tors have come to know, the OIG and its enforcement part-
ners, chiefly the Department of Justice (DOJ), state Attorney 
Generals and Inspector Generals, have worked together to 
recover billions in restitution, fines, and penalties and have 
excluded tens of thousands of individuals and entities from 
participation in government-sponsored healthcare programs 
since combating healthcare fraud and abuse first became a 
priority in the mid-1990s. Perhaps more than ever, providers 
should pay particular attention to the Work Plan as we enter 
an era of significant fraud and abuse enforcement.

The 2010 Work Plan details various projects to be ad-
dressed during the federal fiscal year by the various of-
fices within the OIG, including Office of Audit Services, 
Office of Evaluation and Inspections, Office of Investi-
gations, and Office of Counsel to the Inspector General.  
The Work Plan sets forth in summary fashion the initia-
tives and priorities that the OIG plans to begin or continue 
to pursue during fiscal year 2010 through audits, investi-
gations, inspections, industry guidance, enforcement ac-
tions and administrative sanctions.

In addition to provider or industry specific initiatives, 
the Work Plan includes a section titled “Investigative and Le-
gal Activities”, which is intended to highlight certain activi-
ties that will be subject to heightened investigative focus by 
the OIG in an effort to detect and prevent fraud and abuse 
that is not specific to any one provider or industry category. 
Information is also provided on OIG projects related to issues 
that cross departmental programs, including state and local 
government use of federal funds, most importantly Medicaid.  
Some of the projects described in the Work Plan are statuto-
rily required, while others tend to be developed and selected 
as priorities based on issues that have attracted the attention 
of the OIG based on intelligence gathered during previous 
enforcement activities and case settlements.       

Like his former boss Janet Reno did in 1996, current 
U.S. Attorney General Eric Holder Jr. has declared the fight 
against healthcare fraud to be a top priority.  Since 1996, 
DOJ, OIG and other relevant agencies have routinely dem-
onstrated they are particularly adept at healthcare fraud and 
abuse enforcement.

In large part, the table had already been set for increased 
enforcement long before Attorney General Holder expressed 
prioritization.  For example, the Deficit Reduction Act of 
2005 (DRA) signaled Congress’ intent to strongly support 
efforts to detect and eliminate Medicaid fraud and abuse.  
In particular, the DRA established a first of its kind and 
extremely well funded federal Medicaid Integrity Program 
(MIP) aimed at detecting and preventing fraud and abuse 
in state Medicaid programs.  Kentucky providers are cur-
rently feeling the initial impact of the MIP in the form of 
increased auditing of Medicaid claims and corresponding 
overpayment recovery and fraud enforcement activities di-
rected by both state and federal agencies. 

Under the Tax Relief and Healthcare Act of 2006, 
Congress required a permanent and national Recovery Au-
dit Contractor (RAC) program to be in place no later than 

January 1, 2010.  
The goal of the 
recovery audit pro-
gram is to identify 
improper payments 
made on claims of 
healthcare services 
provided to Medi-
care beneficiaries.  
Information gener-
ated by RAC audi-
tors will not only 
lead to overpay-
ment recovery, but 
is almost certain to 
lead to increases in 
civil and criminal 
investigations.      

A d d i t i o n -
ally, over the past 
several years en-
forcement agencies 
have become par-
ticularly astute at 
employing private 
contractors (such as 
Program Safeguard 
Contractors (PSC) 
and Zone Program 
Integrity Contrac-
tors (ZPIC)) to 
electronically mine 
provider claims 
data in an effort to effectively, efficiently and co-
vertly identify aberrant billing practices.  This in 
turn, has allowed enforcement agencies to evalu-
ate potential investigative targets (and in some 
cases begin criminal and/or civil investigations) 
prior to stepping foot onto the targeted provid-
er’s property.  

More recently President Obama signed into 
law the Fraud Enforcement and Recovery Act 
(FERA) of 2009.  Section 4 of the FERA - titled 
“Clarifications to the False Claims Act to Reflect 
the Original Intent of the Law” makes critical 
amendments to the FCA.  As the title of Section 
4 suggests, the crux of the amendments are in-
tended to undo several recent court decisions that 
proponents of the FCA believed had inappropri-
ately reduced or hampered the FCA’s intended 
application.  In short, the amendments materially 
expand the scope of the FCA, allow for new in-
vestigative tools, and ultimately make it easier for 
whistleblowers to file and maintain FCA actions.  
Thus, the government’s most potent weapon in 
its fight to combat healthcare fraud and abuse has 
become even more formable.

With this in mind, all providers stand to 
benefit from carefully reading and evaluat-
ing the portions of the Work Plan that are di-

HHS-OIG 2010 Work Plan should be taken seriously  
as fraud and abuse enforcement continues to escalate

Legal Matters

Robert Benvenuti 
Attorney-at-Law, 

Barnett Benvenuti 
and Butler

All providers stand 

to benefit from 

carefully reading 

and evaluating the 

portions of the 

Work Plan that 

are directly or 

indirectly relevant 

to their operations. 

Hospitals
 ➤ Provider-based status for inpatient and outpatient facilities
 ➤ Hospital payments for non-physician outpatient services under 

the inpatient prospective payment system
 ➤ Inpatient rehabilitation facility submission of patient assessment 

instruments
 ➤ Medicare disproportionate share payments
 ➤ Reliability of hospital-reported quality measure data
 ➤ Hospital admissions with conditions coded present-on-admis-

sion
 ➤ Hospital readmissions
 ➤ Oversight of hospitals’ compliance with the emergency medical 

treatment and labor act
 ➤ Observation services during outpatient visits
 ➤ Coding and documentation changes under the Medicare sever-

ity diagnosis related group system
 ➤ Financial status of hospitals in the New Orleans area

Home Health Agencies

 ➤ Part B payment for home health beneficiaries
 ➤ Home health agencies:  accurately coding claims for medi-
care home health resource groups

 ➤ Medicare home health payments for insulin injections
 ➤ Medicare home health payments for diabetes self-manage-
ment training services

 ➤ Oversight of home health agency outcome and assessment in-
formation set data

Nursing Homes
 ➤ Part B services in nursing homes:  mental health needs and psy-

chotherapy services
 ➤ Medicare requirements for quality of care in skilled nursing fa-

cilities
 ➤ Oversight of poorly performing nursing homes
 ➤ Nursing home residents aged 65 or older who received antipsy-

chotic drugs

Other Part A and B Providers Payments
 ➤ Physician billing for Medicare hospice beneficiaries
 ➤ Place-of-service errors
 ➤ Ambulatory surgical center payment system
 ➤ Evaluation and management services during global surgery pe-

riods
 ➤ Medicare payments for part b imaging services
 ➤ Services performed by clinical social workers
 ➤ Outpatient physical therapy services provided by independent 

therapists
 ➤ Medicare billings with modifier GY
 ➤ Durable Medical Equipment and Supplies
 ➤ Physician self-referral for DME services
 ➤ Enteral nutrition therapy services in nursing homes
 ➤ Medicare payments for various categories of DME

Continued on page 23

Some of the issues specifically 
addressed in this year’s 

Work Plan include:  



M E D I C A L  N E W S  •  F E B R U A R Y  2 0 1 0     P A G E  2 3

     Changing the  
Experience of  
       Prostate Surgery
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HHS defines use and certification 
Continued from page 21

HHS-OIG 2010 Work Plan 
Continued from previous page

Affordable healthcare 
Continued from page 20

should focus on the Stage I requirements. 
A few key points for each category include 
the following:

Stage 1 Meaningful Use consists of 25 
measures; 17 metrics will require attestation 
by the provider, while eight will require in-
formation being submitted by the provider.

Computerized Provider Order Entry 
(CPOE) required in Stage 1 (10 percent 
hospitals; 80 percent for eligible providers). 

Robust clinical quality measures for 
eligible professionals (EPs) and hospitals are 
delineated. 

Requires patients be provided with an 
electronic copy of test results, problem lists, 

medication lists and discharge summary 
upon request. 

Conclusion
Meaningful Use and the Standards 

and Certification Criteria are complex fed-
eral regulations that are expected to lay the 
groundwork for robust health reform. Our 
HIMSS team is working overtime to help 
translate the regulations into actionable 
documents for providers and health IT 
professionals, alike. If you are looking for 
additional resources, check www.himss.
org/economicstimulus.  Let me know what 
you think. 

are rooted in issues specific to the patient, 
the evidence, the social context, transparen-
cy and learning. Decision rules often seem 
“vague, inconsistent, and poorly tailored to 
the evidence.” The roundtable participants 
contend that success in tailoring decisions 
to circumstances lies with an adequate 
evidence base, and with the reliability and 
availability of information on costs and 
outcomes. Helping our healthcare organi-
zations move to decision support systems 
will improve the consistency of clinical out-
comes and enhance product value.

Communication. System level value 
improvement requires more seamless com-
munication among stakeholders. Roundtable 
participants noted the existence of “significant 
communication gaps” among individuals 
involved in the care delivery process. Com-

munication—by either voice or electronic 
means—was often “virtually absent” among 
multiple providers and provider systems for 
a single patient. This increased the prospect 
of service gaps, duplications, confusion, and 
harm, and thus contributes to a diminishment 
of the value of the care provided.

The IOM roundtable addressed 14 
overall themes that have profound effects 
on the perceived and real value we create in 
the course of our daily work. A sharper fo-
cus on the value our work delivers to those 
we seek to help should guide us to more ef-
fective, more profitable and healthier strate-
gic decisions. 

Scott T. Hedges, M.D.,  is Vice President, Medical 

Services, Seven Counties Services, Inc. in 

Louisville.

rectly or indirectly relevant to their opera-
tions.  Providers will gain valuable insight 
into the OIG’s thinking with regard to a 
broad range of issues and topics affecting 
various sectors of the healthcare industry 
and will be better equipped to effectively 
and efficiently identify and address compli-
ance-related issues on a proactive basis.  

Additionally, the Work Plan sets forth 
a host of other issues involving programs 
such as Medicare Part C, Medicare Part 
D Prescription Drug Program, Medicaid 
Home, Community, and Nursing Home 
Care, and Medicaid Prescription Drugs.

While the Work Plan has something for 
everyone, it is important that providers don’t 
lose sight of the end game — compliance.  
Providers should be mindful that the most 
effective compliance programs and processes 
focus on the issues that are truly material to 
the particular provider’s fundamental ability 

to consistently maintain compliance.  Thus, 
while the Work Plan is an excellent tool and 
can lead to effective self evaluation, provid-
ers are best served when they focus on the 
issues that put their particular institution 
or practice at risk for non-compliance.  The 
goal, remember, is to identify and prevent in-
cidents of non-compliance, not to have the 
best looking OIG-like internal work plan.  
Accordingly, the Work Plan should be only 
one of a number of tools providers employ 
when determining what issues should be 
subject to heightened internal scrutiny.  In 
the end, providers should continue to pay 
particular attention to the ever present issues 
of quality of care, medical necessity, ensur-
ing that billed services have been provided as 
reported, making sure that there is appropri-
ate documentation to support the claimed 
service or supply, and establishing a corpo-
rate culture that rewards ethical conduct.

Find late-breaking news at www.medicalnews.md
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Remember
 Spencerian.

spencerian.edu

Lexington Campus

859-977-5406
LouisviLLe Campus

502-449-7828

Call Today to Find Your Next Great Employee

Spencerian College is accredited by the Accrediting Council 
for Independent Colleges and SchoolsSpencerian College is accredited by the Accrediting Council for Independent Colleges and Schools

• Phlebotomy

• Clinical Assistant

• Medical Assistant

• Medical Coding Specialist 

• Medical Transcriptionist

• Healthcare Reimbursement 
Specialist

• Medical Administrative 
Management

• Medical Clinical Specialties

• Clinical Laboratory Assistant

• Medical Laboratory Technician

• Limited Medical Radiography

• Radiologic Technology

• Massage Therapy

• Medical Massage Therapy

LouisviLLe Campus onLY:
• Ophthalmic Assistant  

• Health Unit Coordinator

• Medical Administrative  
Assistant

• Nursing

• Surgical Technology

• Invasive Cardiovascular  
Technology

spencerian has highly skilled graduates who want to 

contribute to your healthcare organization’s success! 

Qualified personnel are available in the following fields:


